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httpTraumatic arteriovenous ﬁstula involving the subclavian
artery and jugular vein
Kuldeep Singh, MD, Nathaniel LaFleur, BS, Jessica Sinoff, BS, and Nikhil Goyal, MD, Staten Island, NYA 68-year-old woman was admitted for gastrointestinal bleed. Physical
examination revealed an incidental ﬁnding of left neck venous distention
and a 2.5- 2.5-cm left neck mass with a palpable thrill and audible bruit.
The patient stated that the mass had enlarged in size and been present for
several years. She also conﬁrmed a previous interventional attempt at
surgical embolization.
Duplex ultrasound scanning of the neck revealed normal ﬂow in the
carotid arterial system with elevated velocities in the jugular vein with arte-
rial waveforms. A 64-slice computed tomography (CT) angiogram
conﬁrmed the diagnosis of an arteriovenous (AV) connection involving
the left subclavian artery and the left internal jugular vein. Surgical metallic
hardware was noted on the CT image in the left parotid space compatible
with prior coil embolization.
The three-dimensional reconstructed CT image shows the lateral (A)
and the anterior (B) views of the left neck AV connection. The venous
structure arises from the nidus of the AV connection and drains into the
prominently distended left internal jugular vein at the level of the parotid
gland. Arterial supply to the vascular malformation appears to arise
predominantly from the left subclavian artery.
The patient refused any intervention at the initial admission. She
returned approximately 1 year later with dyspnea and again refused
workup.
Despite vigorous administrative effort, the patient has been unwilling
to undergo follow-up for further investigation and surgical intervention
for treatment of the enlarging AV ﬁstula.
DISCUSSION
Any AV communications in the head and neck resulting from traumatic
or iatrogenic medical interventions are rare, making up approximately 4%
of all arterial injuries.1 These communications often present with mild or
no symptoms and should be treated either surgically or by endovascular intervention to prevent further complications of
high ﬂow states, including high-output congestive heart failure.2 Current endovascular treatments include the use of
embolic coils or stent graft therapy.3 Endovascular interventions are safe, less invasive, and associated with low morbidity
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